


Medical Consultant Review Form

Participant Name:____________________

Presenting Information: (demographic, major complaint, past occupations, current occupation, current medications, including non-traditional medications, herbs etc, current physicians, current treatment.  If medical records are not current, note their date.  Indicate the medical diagnosis you feel the eligibility may be based upon)

	

	

	

	


Counselor specific questions:

	1.

	2.

	3.

	4.


Consultant responses, diagnosis and treatment recommendations: Response to questions:

	1.

	2.

	3.

	4.


Current Diagnosis

	

	

	


Additional recommendations, including functional limitations and medical restrictions:

Restoration recommendations: (other modalities, i.e. PT,OT) 
	

	

	

	


Consultant Review: Date ____________Initial__________________

Consultant follow-up necessary?
Yes______ 

No______

Counselor comments / Further questions:
	

	

	

	


Date: ___________________

Consultant follow-up review and recommendations: 

	

	

	

	


Date: ___________________Initial___________________________________

Consultant follow-up necessary? 
Yes______ 

No______

Consultant follow-up review and recommendations:

	

	

	


Date______________________Initials_________________________________
Medical Consultant
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